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PAINFUL SHOULDER1 
W . S. L. STENING, M.S., F.R.A.C.S. 
Sydney 
Painful shoulder is a common complaint, 
particularly in females, after the age of 
forty years. Only those cases not caused 
by injury will be discussed in this paper, 
When the patient presents with this com-
plaint the cause of the pain may be difficult 
to diagnose. Not only are there many local 
conditions in the shoulder which can cause 
pain but also pain may be referred there 
along nerve pathways or reflex arcs. For 
instance, pain in the shoulder may be the 
first sign of gallbladder disease or of sub-
diaphragmatic inflammation. Pain may 
result from irritation of nerve roots in the 
neck or upper thorax or from local con-
ditions in the root of the neck, such as sub-
clavian aneurysm, new growth, or pressure 
on nerve trunks from mechanical causes, 
as in the cervical rib or scalenus anterior 
syndrome. However, although other local 
or referred causes must be borne in mind, 
most cases fall into four main categories: 
i. Referred pain originating in the cervi-
cal spine from pressure on or irritation of 
cervical nerve roots, 
2. Supraspinatus tendonitis, with or with-
out calcification. 
3. Subacromial bursitis, either acute, 
subacute or chronic. 
4. Adhesive capsulitis, producing ulti-
mately a "frozen shoulder7' or perhaps a 
shouldei-arm syndrome. 
Some of the less common causes have 
already been mentioned; others are spinal 
cord tumour, tumours in the root of the 
neck, neuromata of the brachial plexus 
trunks, angina pectoris, acromioclavicular 
osteoarthritis, rheumatoid arthritis or 
osteoarthritis of the shoulder joint, scapular 
fibrositis and neoplasm of the scapula or 
upper humerus. Finally, the shoulders fre-
quently experience aching pain during a 
febrile or toxic illness. 
DIFFERENTIAL DIAGNOSIS 
It is rare for shoulder pain of neurotic 
origin to be localized to the shoulder itself. 
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There may be pain in the neck, or a history 
of preceding neck trouble, but, in the 
absence of this, there is almost always pain 
referred into the arm, forearm and hand 
along the distribution of the affected nerve 
roots. This pain may be accompanied by 
parsesthesise and diminished sensation over 
the distribution of the affected nerve or 
nerves or in other cases by muscle wasting. 
Pain may also be referred down the arm 
and into the hand in conditions primarily 
affecting the shoulder, for example, in 
adhesive capsulitis with the shoulder-arm 
syndrome. In these the pain is not of seg-
mental type but is more generalized and is 
often accompanied by swelling and by cir-
culatory changes in the hand. 
In supraspinatus tendonitis with or with-
out calcification there is usually a charac-
teristic phasic pain on abduction of the 
shoulder as the inflamed tendon passes 
under the acromion. This sign is almost 
diagnostic. 
In subacromial bursitis, phasic pain is 
usually present but it is usually marked on 
all shoulder movements. In the more 
chronic type of bursitis it is accompanied 
by painful clicks on rotatory movements 
of the shoulder caused by irregularity of 
the bursal sac, the roughness of which pre-
vents smooth riding of the upper surface of 
the humerus under the acromion on any 
movement. 
The important distinction in diagnosis 
is that when shoulder pain originates in 
cervical nerve roots shoulder movement is 
usually free and painless, while in local 
lesions in the shoulder joint movement is 
painful and often restricted. 
X-rays help in diagnosis particularly in 
supraspinatus tendonitis with calcification, 
the appearance of which is diagnostic. 
Radiological evidence of disc degeneration 
or osteoarthritis in the neck is common in 
people over the age of forty so that even 
marked X-ray changes are not necessarily 
the cause of the patient's symptoms. 
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TREATMENT 
Irritation of Cervical Roots. In shoulder 
pain due to cervical nerve root irritation 
from any cause, rest for the neck by the 
wearing of some simple form of collar is 
usually necessary. In addition traction on 
the head by some means is usually necessary. 
Intermittent traction, either by vertical sus-
pension or by manual halter traction with 
the neck slightly flexed, is often quickly 
successful in relieving the root irritation. 
Often when vertical traction fails to relieve 
pain, traction in neck flexion gives early 
relief. The neck should not be stretched in 
extension. It is usually wise to carry out 
this treatment after preliminary shortwave 
therapy and massage to relax the neck 
muscles. 
If intermittent traction is unsuccessful, 
admission to hospital and continuous trac-
tion are often necessary. In the absence of 
gross radiological changes in the neck gentle 
manipulation of the neck under general 
anaesthesia will give respite or even com-
plete relief. 
In my opinion open operation is rarely 
necessary. In exceptional cases it may be 
necessary to perform laminectomy or 
foraminotomy to relieve nerve root 
pressure. 
Supraspinatus Tendinitis with or without 
Calcification, Shortwave diathermy, ultra-
sonic or even infrared therapy will often 
resolve this condition even to the reabsorp-
tion of calcified material. Radiotherapy 
also often resolves the calcified mass. In 
very acute cases, when there is much local 
tension, heat will often aggravate the pain 
and an ice pack or cold compresses are 
found more soothing. In these patients 
aspiration of the inflamed mass with a 
syringe and needle followed by infiltration 
with hydrocortisone acetate is very effec-
tive. If there is no response to these 
measures, and if the calcified mass is large, 
it is advisable to operate to evacuate the 
mass. In more chronic cases when the 
calcified material is almost rock-like in con-
sistency it may also be necessary to per-
form acromionectomy or to divide the 
coracoacromial ligament. The result of 
such operations is good in most cases even 
when the condition is of long standing. 
Subacromial Bursitis, This condition is 
easily confused with supraspinatus lesions, 
all of which must, indeed, be accompanied 
by some degree of bursitis. However, sub-
acromial bursitis does exist as a separate 
entity and it becomes a chronic and a more 
intractable condition. In acute and sub-
acute forms, local infiltration of the bursa 
with hydro-cortisone, associated with short-
wave and ultrasonic therapy, may tesOlve 
the condition. In spite of these measures 
bursal adhesions may form, producing the 
chronic form of the disease. In these cir-
cumstances operation is the only procedure 
likely to give relief and reasonable return 
of function in the shoulder. The acromial 
process of the scapula is removed com-
pletely, revealing the chronically matted 
and inflamed bursal s&c. The results of 
operation are usually good. 
Adhesive Capsulitis and the Shoulder-
Arm Syndrome. Supraspinatus tendinitis 
or subacromial bursitis may ultimately pro-
duce this condition. Only the primary type 
will be considered here. 
The pain is very distressing and recourse 
is usually had in the first place to shortwave, 
infrared or ultrasonic therapy. Heat may 
aggravate the pain, and again cold com-
presses may be more effective in the relief 
of immediate symptoms. In the early 
stages rest in the form of a sling is neces-
sary for the arm, I do not think the use 
of an abduction frame is wise. 
In the acute phase, with involvement of 
the arm and hand (shoulder-arm syn-
drome), more active measures are usually 
necessary. Sympathetic ganglion block or 
removal may be required to break the 
vicious circle of sympathetic imbalance. 
As soon as the acute stage has subsided 
a little, active and gentle passive exercises 
are instituted to prevent the formation of 
adhesions between the capsule of the 
shoulder joint and the head of the humerus; 
this tends to occur quickly and early in this 
condition. The exercises must be doiie 
with skill and gentleness otherwise the 
condition will inevitably be aggravated. At 
this juncture hydrocortisone either locally 
into the shoulder joint or aystemica^y may 
prevent stiffness but in my experience it 
has been disappointing. 
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In spite of these measures, dense 
adhesions frequently form, with the 
development of a completely or nearly com-
pletely "frozen" shoulder. In this event 
manipulation under general anaesthesia is 
done to break down the adhesions and per-
mit restoration of movement. This is 
followed by skilled physiotherapy to main-
tain the movement thus obtained; it may 
need to be continued for some weeks before 
full recovery is achieved. 
SUMMARY 
Pain in the region of the shoulder may 
be referred, or it may arise from a local 
lesion. In the former, movements of the 
shoulder are usually painless, while in the 
latter one or other movement of the joint 
produces pain. The treatment of cervical 
lesions, supraspinatus tendinitis, subacromial 
bursitis and adhesive capsulitis, which to-
gether account for about 90 per cent of 
cases of shoulder pain, is outlined. 
